Discussion
Spontaneous spinal epidural haematoma by definition is accumulation of haemorrhage between the dura and spine not caused by significant trauma or iatrogenic procedures. 1 The presentation is usually with acute onset of back pain and rapidly progressive paraparesis. Bladder and bowel dysfunction may be present depending on the level of involvement. 1 It has been reported in all age groups with a rare presentation in the paediatric population. There is a slightly higher preponderance of the condition among males with a ratio of 1.4:1.
1
CT is a widely available and rapidly performed imaging modality which is used to evaluate neurological cases. Hence, the reporting radiologist should have a high index of suspicion for this condition and specifically focus on the review areas of a CT brain to exclude relevant findings. Evaluation of the base of the skull is a c h a l l e n g e f o r e ve n t h e m o s t e x p e r i e n c e d neuroradiologist, due to image degradation resulting from streak artifacts from the bones forming the skull base. In such cases, an MRI is more sensitive in detecting this abnormality. On an unenhanced CT, the haematoma appears as a hyperdense epidural mass on the soft tissue window, with or without variable cord compression. Sagittal reformats better evaluate the craniocaudal extent of the condition. 2 Magnetic resonance imaging gives better tissue contrast. The signal intensity of the haematoma varies depending on the age of the haematoma. On T1W image, the acute haematoma appears isointense to hyperintense while subacute haematoma appears hyperintense to isointense. On T2W image, haematoma appears heterogeneously hyperintense. Intravenous contrast is usually not needed to diagnose this condition. In our case, T1-weighted images were most useful owing to the pathognomonic signal shift from isointensity with the cord in the early period to hyperintensity in the intermediate stage. 3 There are many postulated causes of spontaneous spinal epidural haematoma. The majority of cases are of idiopathic origin, up to 40-50%. 4 Minor trauma leading to rupture of valveless epidural venous plexus, anticoagulation, coagulopathic state, disc herniation and vascular anomalies are other less common causes. 4 Management varies according to the aetiology of the condition. In most cases a conservative approach to management with spontaneous recovery are reported.
Correction of underlying coagulopathy with vitamin K, protamine sulphate, platelet transfusions, etc. and intravenous dexamethasone to decrease inflammatory reaction and cord edema are recommended depending on the severity of the condition. 5 In summary, a high index of clinical suspicion with rapid imaging guidance in patients presenting with sudden onset neck pain and extremity weakness helps in early diagnosis and treatment of this condition and prevents long-term development of neurological sequelae. Attention to the review areas on a noncontrast CT should include the base of the skull and craniocervical junction. MRI plays an important role in diagnosing this condition. The sagittal sequences are particularly helpful in determining the craniocaudal extent of the haematoma.
